James Hebert 
Executive Dlrector/Snonsor 


Medication taken to 


RECOVERY HEALTH CARE, INC. 

1708 N. Laurent Si, Victoria, Texas 77901 
Phone: 36-572-9122 Fax: 361-572-8607 


MEDICATION RECORDS 


Natalie Carroll, M.D. 
Medical Director 



ONE (1) DOSE/BOTTLE OF MEDICATION TO BE ADMINISTERED DAILY 
Number of doses/bottles delivered:_5_ 

NOTE: Each bottle contains xlc&i m gs of METHADONE Hydrochloride. 
Meth adone h ydr ochloride is a scheduled 11 controlled substance u nde r the Federal Controlled 


titty ana secunty measures are require 
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'SQm Q3c& 

JdCn *. Woo 





Total Doses/Bottles 



Delivered By 


Received By 


ULu/ 


Medication should be administered on the dates indicated above. Medication not administered in 
S3uls?(361) CT2.9°122 SChedUle mUSt ^ rStUITCid ^ Recove,y Health Csre - lnc -. 
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Revised: December 2016 









BEST RECOVERY HEALTH CARE, INC. 

1708 N. Laurent St, Victoria, Texas 77801 
Phone:36.572-9122 Fax:361-572-8607 


James Hebert Natalie Carroll, M.D. 

Executive Dlractor/Sponsor _ Medical Director 

____ MEDICATION RECORDS ____...__ 

Medication taken to ~IE/nA.rrv-ir.a | _ 

ONE (1) DOSE/BOTTLE OF MEDICATION TO BE ADMINISTERED DAILY. 

Number of doses/bottles delivered: Q _ 

NOTE: Each bottle contains ^ g_ bdobO mas of METHADONE Hydrochloride. 
-Mftthadonft;hydrachloride4s.a-scheduIedr.ll..MntollecUubstanc&4jncler.-the Federal-Controjled - — 
Substance Act Appropriate accountability and security measures are required. 


Date 

Name 

Time 

Date 

Signature of physician or nurse 
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Total Doses/ Bottles_5* 



^EhmiuL j am 

Delivered By 



ived By 




Medication should be administered on the dates indicated above. Medication not administered in 
accordance with the above schedule must be returned to Best Recovery Health Care Inc 
Attn: Nurse (361) 572-9122. ’ " 
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Revised: December 2016 








r 

L 


* 


{Family Nama First 


Patient 


No 


Room 


INDIVIDUAL 
NARCOTIC RECORD 


Naina of Drug 




Ordered byphystelan 
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Date Received/ Signature 

Quantity Rcvd 

Date 

lime 

Dose 

Oral or Other 

Adm. By Nurse - Signature 

Amount 

Remalninq 

Balance 
Checked by 
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Date 

Balance 
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MOnAhmAii mi- i niiiMM* 
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Date of Discontinuance _ 
Dlsposllfwi_ 


Amount Remaining ^ 


Date of Disposition 


Authorized Signature 


Witness Signature 


1-2014 


















CONTROLLED SUBSTANCE PERPETUAL INVENTORY / USAGE RECORD 




mtLmmikffmmzms 


Amount Received / Transferred: 


Received/Tra 


lil-l-f-ll'rl-l 

MMM&iSR 


All spaces must be completed for each dose given. 

All records must be legible and accurately completed.. 

Two persons must witness receipt, transfer, waste or destruction of controlled 
substances.- 

• Must be completed if waste occurs. 


Provider # On Hand 



mm 

wmm 

siraiwi 

mmm 



Medication removed from count in the following manner: (circle one) 
Destroyed Sent out for destruction Personal Property / Returned to Inmate 
Quantity destroyed / sent out / returned:_ 


Medication transferred to another book or page: (update index page) 


Quantity transferred: _ 


Nurse verification:_ 

Witness verification:_ 

Pharmacist signature: (required for destruction): _ 


Nurse verification: 


Witness verification: 


A A 
























CONTROLLED SUBSTANCE PERPETUAL INVENTORY / USAGE RECORD 


ltil 


Date Received/Transferred: / ?*£//£? 

Amount Received/Transferred: I f 

Received /Transfeired from: _ t —— 

Received by: i — 

Witnessed by: _ ' 

All spaces must be completed for each dose given. 

All records must be legible and accurately completed. 

Two persons must witness receipt, transfer, waste or destruction of controlled 
substances. 






















09-10- 18 15:32 FROM- Gulf Bend Cente 
NAME: (L) \w j y w iu7 try 1 . 


381-578-5500 


GULF BEND CENTER 


Jantoa Dottcr,M.D. 

. V> DBA#: BD(5535148 • 

,fc- TX Llc#i J6408 DPS#: 50113144 • 


NAME: 




6S02 Nomry Drive, Victoria, TX 77904 (341) 575-0511 


^ArfgeUCoTarriibiai, PMHlW • 
/'‘TX. Lie#: AP132053 RX#: 2*426 
iperrislng Physician: James-Dofter, MJ), 











9501 


UNIVERSITY OF TEXAS MEDICAL BRANCH 
Comprehensive Health Solutions 


Name: 


: (To be com 

oleted by inmate) 

Date: 


Cl inf 

Irlftrrirtfcn 

County #: G L | 8 3-k 



Service needed: Hfaedical 0 Dental G Mental Health 0 Other_ 

Reason for Health Services Appointment: 6 L like ppM 

Dr, or SontoyM c.bcn/4 UUfitNirlj q££ ^ t jrt-ft ^4~ 

- Up os lr fc cfme>At- pfovr\> 


Days: 


How long have you had this problem? Hours: 

PART B: (To be completed by medical personnel- Do not write below this line) 
-Medical Reply:- 





L</yv 


Medical Staff Member's Signature 


9//t>//r 

T Date 
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\ 

UNIVERSITY OF TEXAS MEDICAL BRANCH! 

j 

Comprehensive Health Solutions i 
SICK CALL REQUEST 

PART A: (To be completed by inmate) Date: 2.1/1 ft 

Name: /MtYY^ _County#: 

Service needed: OflOledical 0 Dental 0 Mental Health U Other_ f 

Reason for Health Services Appointment: pcolft ^ 4 ^ 



^ -C.it %£ fc“ ! 


SEP 2 o ms 



Medical Staff Member's Signature 
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UNIVERSITY OF TEXAS MEDICAL BRANCH 
Comprehensive Health Solutions 
SICK CALL REQUEST 

PART A: (To be completed by inmate) Date: _ 

Name: _County #: ( 


Service needed: Sitfedical 0 Dental □ Mental Health □ Other_ 

Reason for Health Services Appointment: p » pd<r\ gflKiV’fy 




fc3VE| 
SEP 2 8 2018 


How long have you had this problem? Hours: 


Days:. 


PART B: (To be completed byrnedlcal personnel- Do not write below this line ) 
Medical Reply:- (^n A Ij- T&ut P. 


DNS 

Date 




UNIVERSITY OF TEXAS MEDICAL BRANCH 
Comprehensive Health Solutions 


PART A: (To be completed by Inmate) 
Name:. IWr »ti\gW\ 

Service needed: B^ledical □ Dental 


SICK CALL REQUEST 

Dale: j/7 Mi 
_County 




O Mental Health □ Other. 


Reason for Health Services Appointment: 

£«rnifllr Q^> 


Who, 


*0iAXi- 


How long have you had this problem? Hours:_ Days: D 

PART B: (To be completed by medical personnel- Do not write below this line) 


L 

_ Days:. 




1* 


V^S, 



Medical Staff Member's Signature 


UNIVERSITY OF TEXAS MEDICAL BRANCH 
Comprehensive Health Solutions 
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UNIVERSITY OF TEXAS MEDICAL BRANCH 
Comprehensive Health Solutions 
SICK CALL REQUEST 

PART A: (To be completed by inmate) Date: IC> - 

Name: -£>-VvOtcs/^ Herrin ofoY) j 

Service needed: "^Medical □ Dental □ Mental Health □ Other_ fflfe 

Reason for Health Services Appointment: . ft. CU. ^ ^ 

WAj^fe) j>QunSO f AaRao J 


2^^/ 


rt OCT 0*1 



) C -CQ, 


How long have you had this problem? Hours: 


Days: 


PART B: (To be completed by medical personnel- Do not write below this line) 

< pcvk ojk l TzjTX, H 2 


Medical Reply: 



l°/ot> //g- (50 30 


Date 


Medical Staff Member^ Signature 



UNIVERSITY OF 




